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There are numerous articles and _ statistical 
reviews on heredity, diabetes, hypertension and 
their relation to coronary atherosclerosis; and 
there have been a maze of articles on various diets 
but little is written concerning the emotional 
factors. 

According to the dictionary, angina pectoris 
is defined as “paroxsymal pain of psychosomatic 
origin.” Another goes so far as to define it as 
“a paroxsymal neurosis!” 

A little thought given to the coronary patients 
that one has treated will illustrate the great im- 
portance of mental stress as compared to physical 
stress in such patients, outweighing, in all propor- 
tion the value of diets, vasodilators, and all the 
other measures at the physician’s commarfd. 

Actually after the initial 24-72 hours, the treat- 
ment of coronary occlusion resolves itself primar- 
ily into the treatment of an emotional problem: 
the reassurance, guidance, direction and super- 
vision of not only the patient but also his family, 
in most instances, and particularly, his wife. 


Well Recognized 


It is difficult to evaluate the value of the var- 
ious vasodilators and the various antiatherogenic 
agents in coronary atherosclerosis and much of 
their value is highly controversial. However, the 
value of tranquilizers, sedatives, and the avoid- 
ance of mental stress and strain is obvious, un- 
questioned, and well recognized. 

Finally, in all the reviews so far in this 
monthly column, one factor has predominated: 
the importance of the effect of hypertension in 
the precipation of the symptoms of coronary 
artery disease and also its effect on the mortality 
of those patients who go on to develop a coronary 
occlusion. 

In the final analysis, what is thought to be 
the cause of hypertension? It is felt in many, 
many instances that hypertension—(for example, 
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Acute Coronary Occlusion 


Emotional Factors—An Atherogenic Factor? 
(continued ) 


By Jack A. Bernarp, M. D., F. A. C. P., El Paso 


“essential hypertension”) itself has an emotional 
or functional basis as its etiology. Thus the im- 
portance of the emotional factor in the precipita- 
tion of coronary disease is again demonstrated. 


Physiological Effects of Emotional Stress 

It is well known that emotional stress is ac- 
companied by an increase in the pulse rate, 
stroke volume, cardiac output, peripheral resist- 
ance and arterial blood pressure. Clotting time 
and blood viscosity are also shortened by emo- 
tional stress. Some recent studies showed that 
serum cholesterol was increased by periods of ,un- 
usual emotional stress. 

Angina pectoris due to emotion is well recog- 
nized. The importance of a careful history is em- 
phasized as all findings including electro-cardio- 
gram and exercise test may be negative. But pain 
on exertion and sudden death in such patients 
has been seen and described often. The famous 
phrase of Dr. John Hunter is often quoted: “My 
life is at the mercy of any Rascal who chooses 
to tease or.annoy me.” 

Coronary Personality 

The question of a coronary personality arises 
(“like ulcer type,” “gall-bladder type”) but ac- 
tually no clear cut type personality has been dem- 
onstrated. 

It has been said that coronary patients are 
usually those with compulsive and highly competi- 
tive spirit, who work hard with self discipline and 
who strive hard for success. 

Emotional Factors in Congestive Heart Failure 


Interestingly, Chambers and Reiser said that 
emotional factors played a major precipitating role 
in 76 percent of a group of 25 patients studied, in 
precipitating congestive heart failure in these 
patients. This is a high figure but does not seem 
unreasonable when one stops to consider the ef- 
fects of emotional stress on the heart in affecting 
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pulse rate, stroke volume, cardiac output, peri- 
pheral resistance and arterial blood pressure. 

Studies have been carried out to determine 
if there has been a gradually mounting tension in 
producing a coronary occlusion; also studies on 
other problems such as diminishing sexual po- 
tency producing tension. There is some evidence 
that these are important. 

Also a so-called “anniversary reaction” 
(Weiss) has been described in which the attack 
of coronary occlusion sometimes seems to occur 
on the anniversary of a significant event in the 
life of the patient; for example, the death of some 
member of the patient’s family. 

Thus it is seen that emotional factors over a 
long period of time are extremely important in 
coronary atherosclerosis. The mechanism of action 
is not readily apparent. More studies along the 
lines of the effect on clotting mechanism, choles- 
terol, and other related studies might be helpful. 

It is very difficult—impossible—for one who 
has not had a coronary occlusion to even begin 
to realize the patient’s reaction to his illness. It 
might be said “the physician who treats a coro- 
nary occlusion but has not had a coronary, has 
wisdom; whereas the physician who has had a 
coronary occlusion and treats it has not only wis- 
dom but understanding.” 

Mental Shock—Fears 

First and foremost, it is very difficult to com- 
prehend what a blow it is to the patient: “the pro- 
found mental shock,” particularly to the young 
coronary in whom it is so unexpected. Much 
has been written about “fear of death” in such 
patients. 

The appearance of the patient, the frightened 
appearance, apprehension, actually the “hyper- 
thyroid appearance,” “hopped up” appearance, is 
not necessarily “fear of death.” 

At times patients are quite violent, very diffi- 
cult to sedate and control in such states. This is 
not “fear of death.” It is some sort of reaction 
to the pain or to the shock. 


Bravest of Patients 

Patients are concerned and fearful because of 
‘the pain—first, then—their concern is disability 
and economic worries. Actually coronary patients 
are the bravest of all patients! And also coronary 
patients “silently” resent their physician feeling 
that he is afraid to die. ; 

He is more concerned about the pain, his 
family, his financial problems, and his return to 
a useful existence—how he will make a living, ad- 
just to a less strenuous routine, etc. 

He endeavors to keep up a good front before 
his family, the nurses and his physician. And as 
he gradually recovers and realizes every little pain 
may be his last and that he is actually alive, with 
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death constantly at his side, it is not “fear of 


” “fear of disability,” 
9? 


fear of invalidism! 


death,” but “fear of pain, 
“fear of economic problems, 
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Physical Rest—Mental Rest 

After the initial episode of pain and shock, 
the coronary patient has before him several weeks 
of bed rest. As most patients are the type who 
have never been ill and have always fought and 
strived, bed rest for this length of time is a com- 
plete reversal for such a patient! 

Physical rest is possible because such patients 
are the type who have trained themselves to con- 
trol themselves but mental rest is another prob- 
lem! To lie in bed for three to six weeks and 
control one’s mind: what a period of adjust- 
ment that is! 

And, the patient is usually expected to over- 
come his mental stress and strain by himself! He 
is told “don’t worry about your business,” “don’t 
worry about your wife and family,” “don’t 
worry,” “don’t worry!” So easy to advise! 

The barbiturates, tranquilizers and other sed- 
atives are often prescribed in such periods and 
are certainly indicated. However, there is some 
slight hazard in that the barbiturates make some 
patients dizzy and may cause others untoward 
symptoms. 

There is more serious hazard from the tran- 
quilizers in that they may make such patients 
even more depressed than they are, and there is 
a real danger of increasing a self destructive feel- 
ing. This is a real and serious hazard! There is 
many a “big, tough, coronary patient” serene in 
appearance before his wife, the doctor, the nurses, 
who later has many a good cry in the lonely 
silence of his room. 

Thus depression is a real problem. Actually 
what helps a coronary patient more than any 
other thing is to see some other coronary patient 
who had his attack some years before and who 
now is blithely doing a day’s work, playing 
golf, etc. , 

A coronary patient’s chief concern is whether 
he will be able to return to a productive life and 
assume his obligations. 


Invalidism 

Regression with hypochondriasis and invalid- 
ism is sometimes a problem but there is a low in- 
cidence of this. More likely patients will tend to 
deny their illness. 

This may lead to self-destructive behavior such 
as a patient’s refusal to accept orders or “forget- 
ting’ to take medicine. The wise physician 
handles this very easily by allowing the patient to 
do what he wants, because this period soon passes. 

After a coronary, patients have many pains 
that may not be typical angina but these pains 
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are related to coronary insufficiency. Pain may 
be in either side of the chest. 

Quite often the jaws, neck, teeth, shoulders, or 
elbows, will ache. This is described occasionally 
but quite often is forgotten and the patient is 
thought to be neurotic. 


Gastro-Cardiac Syndrome 


Another very common problem is the gastro- 
cardiac syndrome which is not often described 
in the literature. A little thought about many of 
your coronary patients will call to mind that for 
a period of perhaps up to a year, they will have 
quite a bit of gastric distress. 

(Cardiospasm, pylorospasm, aerophagia.) It 
is very difficult to distinguish this from coronary 
insufficiency. 

The distress is often in the same location as the 
distress of coronary insufficiency and may even 
radiate in the same manner but this gastro-intes- 
tinal distress is usually brought on by certain 
foods such as raw onions, chocolate, jellies, dried 
beans and other gas-producing foods and it is 
relieved by soda or antiacids. 

It is a very bothersome symptom to the patient 
and requires great forebearance in treatment on 
the part of his physician. 

It may be identical with coronary pain in 
character, location and radiation, but it is not 
brought on by exercise though it may be brought 
on by emotion or anger. Of course, it is relieved 
by antiacids; whereas, angina is relieved by nitro- 
glycerin. af 


Philosophy 


Philosophy, ideals, religion, quotes can be 
quite helpful, For example, one patient was 
helped by being told, “Worry like Hell, you are 
going to worry anyhow!” rather than “Don’t 
worry,” “Don’t worry.” Or, in trying to explain 
to one patient “why,” “Why did it happen to 
me:” he was told that “Nature is cruel, but God 
takes over when Nature gets owt of hand.” many 
a patient finds solace in these and other quotes. 

Finally, what can be done about all these 
psychosomatic aspects? Perhaps for the future, we 
can stimulate more study on this aspect of coro- 
nary artery disease—the emotional factors. Per- 
haps we can direct more money into the proper 
channels for such study. 

What about right now? One point is clear. 
It has been stated above that “fear of death” is 
not the important fear in the patient who has an 
acute coronary occlusion. 

If this is true, why belabor the point? The 
point is this: Such a patient is concerned pri- 
marily about economics, particularly support of 
family, and if and when he gets back to work, 
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how he can make a living. Let us be practical. 
The answer is simple: sufficient life insurance and 
disability insurance. 

Everyone should have a good life insurance 
program, which means sufficient life insurance 
and disability insurance set up at an early age 
(say age 30), unless he has some other means 
of carrying him through such an illness. One 
should also remember to allow for office or busi- 
ness overhead. This is often forgotten. 


Insurance 


In passing, there are many angles to the in- 
surance problem, particularly the premium waver 
clauses. Some companies will allow part time 
work. Some companies will not return premiums 
until a person has been disabled six months, etc. 

Some companies have policies in which there 
are clauses which cancel double indemnity when 
one draws any disability payments; others do not. 

All these points are very confusing. One may 
be paying for protection which he thinks he has 
but does not have! For example, some companies 
will waive premiums from the onset of illness. 

Also, some companies are more lenient in that 
they will continue to waive premiums until the 
patient returns to full time work. These are ex- 
tremely important points when one plans to carry 
a large insurance program, and then finds himself 
disabled, to return to limited work for some time 
thereafter. 

Ask a colleague who has had a coronary his 
experiences with the various insurance companies 
and he can tell you those with which he has been 
best satisfied. 

Better yet secure the services of a competent 
life insurance man and have your entire program 
carefully reviewed. There are many technical as- 
pects to a life and disability insurance program. 
Periodic review with this advisor is a must! 

Finally, if a physician or patient has sufficient 
life insurance and sufficient disability insurance he 
can have a coronary and “not worry.” Some pa- 
tients will show the apprehensive “hyperthyroid 
appearance” during the initial episode, the mech- 
anism of which is not clear at present. Studies as 
regards this should be enlightening. 


“Coronary Anonymous” 


Later, visits by certain patients who have had 
coronaries in the past and who do not talk about 
their illness may be most helpful. Once the idea 
of a group of “Coronary Anonymous” was con- 
sidered; and, ideally, this would be a wonderful 
group, but practically speaking, it might get out 
of hand. Individual visits by the proper coronary 
visitors is a better approach. 
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MEETINGS 





Dr. James C. Sedgwick 


Dr. Sedgwick of Las Cruces, N.M., Elected 
President of New Mexico Medical Society 


Dr. James C, Sedgwick of Las Cruces, New 
Mexico, was elected President of the New Mexico 
Medical Society for 1958-59 at the Society’s 76th 
annual meeting in Albuquerque, N.M., May 13- 
16. The meeting, held in the complete and at- 
tractive facilities of Albuquerque’s new Civic 
Auditorium, was the most successful in history, 
and registration passed the 400-mark for the first 
time. 

Other new officers are Dr. Lewis M. Overton, 
Albuquerque, President-Elect, and Dr. Allan L. 
-Haynes, Clovis, Vice-President. Dr. Omar Legant 
of Albuquerque was elected last year for a two- 
year term as Secretary-Treasurer. New councilors 
elected are Dr. W. J. Hossley, Deming, and Dr. 
Guy Rader, Albuquerque. Dr. E. L. Malone, Ros- 
well, was named Delegate to the AMA con- 
vention. Dr. Samuel R. Ziegler, Espanola, was the 
retiring president. 

The 1959 convention will be held in Las Cruces, 
N. M., located 44 miles northeast of El Paso, 
Texas, on the Rio Grande near the resplendent 
Organ Mountains. Las Cruces has a considerable 
population of military and technical personnel 
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who are employed at nearby rocket and missile 
installations. 

General chairman of the Albuquerque meeting 
was Dr. Stuart W. Adler, Albuquerque, former 
President of the Society, who was assisted by Dr. 
John F. Boyd, also Albuquerque, Vice-Chairman. 

The new President, Dr. Sedgwick, was born in 
Union, West Virginia, in 1910. He received his 
B.A. from the University of Texas and his M.D. 
from the University of Texas Medical Branch at 
Galveston. He took his internship in the John 
Sealy Hospital at Galveston and began the prac- 
tice of medicine in 1938 in Las Cruces, where he 
is now associated in practice with his brother, Dr. 
William Sedgwick, Dr. G. H. Wright, and Dr, C. 
W. Carroll. He became a member of the Inter- 
national College of Surgeons in 1957. 

Dr. Sedgwick has served as Councilor in the 
New Mexico Medical Society for nine years, has 
twice been President of the Dona Ana County 
Medical Society and is present Chief-of-Staff of 
the Memorial General Hospital in Las Cruces. 

He is a member of the First Presbyterian 

Continued on page 387 
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Complete and attractive facilities of the new Civic Auditorium in Albuquerque were headquarters for the larg- 
est meeting in history of the New Mexico Medical Society, May 13 through 16. 


Special Photo Report of the New Mexico Medical Society Meeting 


Left to right are new officers of the New Mexico Medical Society: Dr. W. J]. Hossley, Deming, councilor; Dr. 
Allan L. Haynes, Clovis, Vice-President; Dr. James C. Sedgwick, Las Cruces, President; Dr. Lewis M. Overton, 
Albuquerque, President-Elect; and Dr. E. L. Malone, Roswell, Delegate to the American Medical Association. Not 
in the photo are Dr. Omar Legant, Albuquerque, elected in 1957 as Secretary-Treasurer for a two-year term, and 


Dr. Guy Rader, Albuquerque, Councilor. 
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4 Left to right are Dr. Robert Klebanoff, Albuquerque, and 
NEW MEXICO = Wii. Niexico Medical Solty for 1958-59 and a member of 
PHYSICIANS’ 
SERVICE 


the Board of Directors of the New Mexico Physicians’ Service. 





Above: At a luncheon in the Hotel Alvarado are (left to 
right), Dr. Gunnar Gundersen, La Crosse, Wis., president: 
elect of the American Medical Association, who spoke; Dr 
Samuel R. Ziegler, Espanola, retiring president of the Neu 
Mexico Medical Society; and Dr. John McDonald, Tulsa 
Okla., member of the American Medical Association Legig 
lative Committee and one of the convention speakers. 


Left to right are Dr. Carl Gellenthein, Valmora, N. M., president of the newly established New Mexico chapter 
of the American College of Chest Physicians; Dr. J. E. Harris; Albuquerque, a governor of the American College of 
Chest Physicians and vice-president of the New Mexico chapter; Dr. B. L. Gordon, Albuquerque, president of the 


American College of Chest Physicians; and Murray Kornfeld, Chicago, executive director of the College. 























rw Dr. A. W. Egenhofer, Santa Fe, president of the New 


r of |Mexico Ophthamalogical Society (left) and Dr. Alston 
ice. 


Callahan, Birmingham, Ala., one of the guest speakers. 


Mrs. Millye Brubeck of Albuquerque, views 
one of the paintings on the beautifully decorated 


balcony of the Civic Auditorium. 


(Left to right)—Dr. Marshall Rowdabaugh, Albu- 
querque; Dr. Max Sadove, Chicago, of the University of 
Illinois School of Medicine, one of the speakers; Dr. L. B. 
Vergara, Albuquerque; and Dr. Merle P. Thomas, El 
Paso, discuss Dr. Vergara’s exhibit which includes a 350-lb. 
brown bear killed by Dr. Vergara with bow and arrow near 
Quemado, N. M. 























At a meeting of the New Mexico Pediatric 
Society, left to right around the table,. are Dr. 
Stuart W. Adler, Albuquerque, general chairman 
of the convention and a past president of the so- 
ciety; Dr. Lucy Gale McMurray, Albuquerque; 
Dr. Charles Fishback, Albuquerque; Dr. Charlotte 
M. Beeson, Albuquerque; Dr. Karl L. Bergener, 
Roswell; Dr. Guy E. Rader, Albuquerque; Dr. 
Oscar Syme, Albuquerque; Dr. David M. Post, Los 
Alamos; Dr. Eleanor L. Adler, Albuquerque; Dr. 
Mildrum K. Wylder, Albuquerque; Dr. Albert S. 
Lathrop, Santa Fe; Dr. Stanley J]. Leland, Santa 
Fe; and Dr. Louis F. Kuehn, Albuquerque. 
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Dr. and Mrs. C. D. Kaiser of Roswell examine de- 
tails of the Fort Stanton Tuberculosis Hespital display. 
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At a meeting of the New Mexico Society of Obstetrics and Gynecology left to right, front row, are Dr. Harnis 
W. Barber, Albuquerque; Dr. Melvin D. Bivens, Albuquerque; Dr. Max Sadove, Professor of Surgery at the Univer- 
sity of Illinois College of Medicine, one of the guest speakers; Dr. Hubert R. Teague, Albuquerque; Dr. DeWitt Erk, 
Albuquerque; Dr. S. Russ Denzler, Albuquerque; back row, Dr. William Johns, Albuquerque; Dr. G. Margard, Al- 
buquerque; Dr. Marshall ]. Rowdabaugh, Albuquerque; Dr. Robert P. George, Albuquerque; Dr. Michael A. Tanny, 
Albuquerque; Dr. Ray C. Bitterlich, Albuquerque; Dr. Alvin R. Clauser, Albuquerque; and Dr. Randolph V. Selig- 
man, Albuquerque. 


The camera interrupts a luncheon of the New Mexico Society of Pathologists and Radiologists in the Hilton 
Hotel. 
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Church, the Lions and Elks, He and his wife have 
a daughter, Stella, who is a freshman in Austin 
College in Sherman, Texas, and a son Jim Bob, 
who is a senior in Las Cruces High School. 

Among the many outstanding speakers at the 
meeting were Dr. Gunnar Gundersen, La Crosse, 
Wisconsin, President-Elect of the AMA, and Dr. 
John McDonald, Tulsa, member of the AMA 
Legislative Committee and Past President of the 
Oklahoma Medical Association. 

Speaking on “Changing Concepts in Medical 
Education,” Dr. Gundersen said that increasing 
attention is being given to medical education and 
practice problems through study and _ experi- 
mentation currently under way in medical schools 
throughout the nation. He said that the most im- 
portant practical problem confronting medicine 
today is the excessive length of time required to 
train a modern physician. 

“Johns Hopkins University is one example of a 
medical school that is projecting a revised training 
program,” he said. “This program will shorten the 
training course by one or two years, reduce the 
total cost of medical training, and increase em- 
phasis on creative and independent study. The 
first four years of this five year course will be 
based on an academic year increased from the 
usual 32 weeks to 40 weeks. The fifth year, repre- 
senting a rotating internship in the Johns Hopkins 
Hospital, will cover the entire 52-week year. 

“However, in place of the current degree re- 
quirement for admission, carefully selected stu- 
dents may by admitted to this five-year program 








after two years of college. This will make it pos- 
sible for the talented student to complete in seven 
years instead of the current nine. At the same 
time, other students will have the opportunity to 
enter after either three or the usual four years of 
college.” 


Dr. Gundersen mentioned that this curriculum 
is so designed that during the five years, the iron 
curtain between liberal arts and medical science 
will be broken. He also mentioned trends in med- 
ical education at Harvard University, Western 
Reserve University and the University of Penn- 
sylvania. 

Dr. McDonald spoke on “What the Forand Bill 
Would Do to American Medicine.” 


In its House of Delegates meeting, the Society 
took a firm stand for passage of a uniform adop- 
tion law in the state. It went on record asking the 
Governor of New Mexico to initiate action lead- 
ing to the creation of a central mental health 
authority, coordinating activities of existing 
mental health facilities. It adopted a resolution 
citing the need for 1200 to 1500 more beds and 
auxiliary facilities for mentally retarded patients. 
It voted to recommend to the AMA that it pro- 
pose to Congress an amendment to the Medicare 
legislation, so that uniformed services would pur- 
chase voluntary health insurance instead of having 
state medical societies handle payments for service 
to dependents. It also approved establishment of a 
$5000 scholarship for needy medical students and 
$500 prizes for winners of the state science fair. 





Abstract 


Kupersmith, I. H., Improved Therapy for 


(Oct.) 1957. 


In a review of the literature, favorable results 
are reported in a series of 155 cases of peptic 
ulcer treated with Romach (Roter) tablets for a 
period of three to six weeks. 

The medication contains bismuth subnitrate, 
specially processed for fine trituration and minute 
particulation, with a synergistic antacid combi- 
nation. 


In this form the protective bismuth subnitrate 
adheres closely to the ulcer wall and encourages 
epithelization and healing. Treatment with 
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Peptic Ulcers, Am. J. Gastroenterol. 28:439, 


Romach (Roter) tablets provided immediate relief 
of pain in 92 percent of cases and roentgeno- 
logical healing of the ulcer in 81 percent. 


The average weight gain was 7.9 lb, and occult 
blood disappeared from the stools in all of the 
six cases in which it was found. The special 
features of this medication are prolonged relief of 
pain, suitability for ambulatory patients, correc- 
tion of gastric hyperacidity, absence of side re- 
actions, and early healing of the ulcer in most 
cases. 
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Dr. Crystal 








Western Railway Surgeons 


The Western Association of Railway Surgeons 
will hold their annual meeting Aug. 7-9 in Seattle. 


The meeting will open at 9 a.m. Thursday, 
Aug. 7 with the presidential address by Dr. Ber- 
nard E. McConville of Seattle, 


Other Railway Surgeons officers are John R. 
Winston, M.D., Chicago, first vice-president; Joe 
R. Gandy, M.D., Houston, second vice-president; 
Harry Hund, M.D., San Rafael, Calif., treasurer; 
Graham Owens, M.D., secretary; and Glenn F. 
Cushman, M.D., chairman of the executive com- 
mittee. 


The scientific program will consist of the fol- 
lowing papers: 


Thursday Morning, August 7 


Definitive Surgery in Ano-Rectal Disease, by Dr. 
William A. McMahon, Consultant in Proctology, 
Milwaukee Road. 

Injuries to Phlebitic Leg, by Dr. Matthew H. 
Evoy, Clinical Associate in Surgery, University of 
Washington School of Medicine; Surgical Con- 
sultant, Milwaukee Road. 

Use of Z-Plasties in Local Flaps in Immediate 
Repair of Traumatic Wounds, by Dr. Carl E. 
Chism, Clinical Associate in Surgery, University 


Dr. DePree 


Dr. Duggan 


to Meet Aug. 7-9 in Seattle 


of Washington School of Medicine; Consultant in 
Surgery, U.S. Public Health Hospital; Consultant 
in Surgery, Veterans Administration; Consultant 
in Plastic Surgery, Milwaukee Road. 


The Rehabilitation of the Coronary Patient, by 
Dr. James D. Layman, Assistant Chief Surgeon, 
Milwaukee Road and Dr. William J. Kelly, Local 
Surgeon, Union Pacific. 


The Seizure Problem, by Dr. John R. Mullins, 
Instructor in Neurology, University of Washing- 
ton School of Medicine; Neurological Consultant 
to Milwaukee Road, Union Pacific and Great 
Northern. 


Friday Morning, August 8 


Cholecystitis, by Dr. Stephen J. Wood, Surgeon, 
Union Pacific and Dr. D. M. Ulrich, Clinical 
Associate, Department of Medicine, University of 
Washington School of Medicine; Consultant in 
Internal Medicine, U.S, Public Health Hospital. 


Operative Cholangiogram and Newer Tech- 
niques in Gallbladder Visualization, by Dr. James 
Nelson, Consultant in Radiology, Milwaukee 
Road. 

Recent Advances in the Surgical Treatment of 
Deafness, by Dr. William T. Duggan, Assistant 


Dr. McConville 
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Dr. Mullins Dr. Speir 
Clinical Professor, Ear, Nose, and Throat De- 
partment, University of California, Chief of ENT 
Department, Southern Pacific Hospital. 


Management of Ureteral Injuries, by Dr. Carl 
J. Pinard, Jr., Consultant in Urology, Milwaukee 
Road. 


THE ANNUAL DOCTOR WILLIAM T. 
CUMMINS MEMORIAL LECTURE 


The Surgery of Peptic Ulcer, by Edward B. 
Speir, Consultant in Surgery, University of Wash- 
ington School of Medicine. 


Saturday Morning, August 9 


Repair of Acromioclavicular Separation, by Dr. 
B. E. McConville, Clinical Associate, Department 
of Orthopedics, University of Washington School 
of Medicine; Orthopedist, Union Pacific; Con- 
sulting Orthopedist, Milwaukee Road. 

Tears of Rotator Cuff of Shoulder, by Dr. J. 
Irving Tuell, Consultant in Orthopedic Surgery, 
University of Washington School of Medicine; 
Consultant in Orthopedic Surgery, U.S. Public 
Health Hospital. 


Primary Repair of Vascular Injuries, by Dr. 
Dean K. Crystal, Medical Instructor in Surgery, 
University of Washington School of Medicine; 
Cardiovascular Surgeon, U.S. Public Health Hos- 
pital; Consultant in Surgery, Milwaukee Road. 


“Genito-Urinary Injuries” will be the subject of 
a paper delivered by Dr. Roger W. Barnes of Los 
Angeles. This paper was submitted too late to be 
included in this program. 
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Dr. Ulrich 


Following the presentation of the scientific 
papers, the annual business meeting will take 
place. 

Since the meeting of the Western Association 
of Railway Surgeons is taking place during the 
annual Seafair week in Seattle, there is no dearth 
of entertainment and plans are being made for 
the following: 


Thursday Afternoon, August 7 


Longacres horse racing will be a feature. 


Thursday Evening, August 7 
Arrangements have been made for a block of 
tickets for the Aqua Follies, a performance which 
is staged on beautiful Green Lake which is within 
the city limits of Seattle. 


Friday Afternoon, August 8 


A scenic cruise through Seattle waterways. 


Friday Evening, August 8 
Banquet. 


Saturday Afternoon and Evening, August 9 
This time is left open for the delegates to do as 
they please. 


Sunday, August 10 

The nationally famous Gold Cup Hydroplane 
Races are being held on Lake Washington within 
the city limits of Seattle, and arrangements have 
been made for a block of tickets for those who 
wish to attend this spectacular event. 

The committee on arrangements consists of Dr. 
James E. DePree, chairman; Dr, Stephen J. 
Wood, Dr. James D. Layman, Dr. J. L. Ash, Dr. 
John M. Shiach, Dr. William J. Kelly. 
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APHORISMS and MEMORABILIA 


Truths and Concepts Concerning The 


Gastro-Intestinal Tract 


(continued ) 


40. “It would seem also that the physician 
should be slow to alarm patients over the fact that 
they have gastric anacidity. He should remember 
that this peculiarity can be found in one of four 
apparently normal persons aged sixty years.”— 
WaLTER ALVAREZ, Collected Papers of the Mayo 
Clinic, W. B. Saunders Co., Phil., 1933, p. 7. 


41. “Some day some wag will write a history 
of diet fads of our generation. I do not know any- 
thing in medicine that seems so faddish and fool- 
ish as our remarks on diet, the diet in nephritis, the 
diet of gastric ulcer, the diet of rheumatism, etc. 
It does not make us proud of our profession.”— 
Ricwarp Casot, Case Records, M. G. H., June 
5, 1923. 


42. “The occurrence of hiccups postoperatively 
is always disquieting as suggesting either peritonitis 
or renal insufficiency.”"—-Hucu Casor, Case Rec- 


ords, M. G. H., Jan. 2, 1923. 


43. “Dullness in the region of the spleen can 
be produced by so many other things that we no 
longer pay any attention to it unless we feel the 
edge of the organ.”—RIcHARD Canof, Case Rec- 
ords, M. G. H., Feb. 6, 1923. 


44. “Fifty percent of all cancers of the colon 
are within reach of the index finger and 75 per- 
cent within reach of the proctoscope.” —FERDINAND 
JorDAN (pf. c.). 


45. “Spider-web angiomata are consistent with 
intra-hepatic disturbance — nothing more.” — J. 


Tatsort, New England J. Med., 220: 925, 1939. 


46. “Suspect Meckel’s diverticulum in a patient 
with abdominal pain and deformed umbilicus.”— 
FERDINAND JORDAN (Pp. c.). 
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47. “The most common operation for peptic ul- 
cer is appendectomy.” —FERDINAND JORDAN (pf. ¢.). 


48. “All patients with jaundice lose weight and 
the weight loss may be excessive. It is important 
to remember that the amount of weight loss is of 
no significance in differential diagnosis.’”’ — FER- 
DINAND JORDAN (pf. c.). 


49. “Epigastric pain occurring only at night or 
on lying down suggests the presence of esophageal 
hiatus hernia.”—-FERDINAND JORDAN (p. c.). 


50. “I wonder how often a surgically removed 
gall bladder ought to be spoken of not as ‘straw- 
berry’ but ‘raspberry’.’’ — FERDINAND JORDAN 


(p. c.). 
51. “When the left kidney is found displaced 


by a mass in the left flank or abdomen, the mass 
will usually prove to be extra-peritoneal. Enlarge- 
ment of the spleen even when massive almost never 
disturbs the position of the left kidney.” —P. SHam- 
BAUGH, Radiology, Mar. 1936, p. 335. 


52. “You find amoebae in scrapings from lin- 
ings of a liver abscess, not in the thick pus you 
aspirate.”—Stuart HarrincTon, Arch. Surg. 21: 
1146, 1930. ji 


53. “Primarily, cholecytography is a test of the 
functional integrity of the gall bladder, of its ability 
to receive and to concentrate bile—Absence of any 
shadow of dye indicates rather definitely that the 
function of the gall bladder to receive and con- 
centrate bile is markedly impaired and empir- 
ically warrants the inference that the cause of 
impairment is disease of the biliary tract, particu- 
larly of the gall bladder or its ducts; and that in- 
ference will rarely fail to be sustained at opera- 
tion.”—B. R. Kirxuin, M. Clin. North America, 
Aug. 1939, p. 913. 
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Xanthomas of the Eyelids 


By Louis G. Jexe., M.D., Phoenix 


Xanthomas of the eyelids (xanthelasma), the 
commonest of all xanthomas, are rather frequently 
encountered lesions. Often the doctor (especially 
the dermatologist) is 
consulted by the patient 
with the request to “do 
something” about these 
unsightly lesions. 

Removal of the le- 
sions can be accomplish- 
ed. The method is not 
important: it can be 
surgical excision, or 
electrosurgical or chem- 
osurgical destruction. 
Most important is to 
decide whether or not 
to attempt removal at 
all. The reasons for this 
attitude can be surmised from the following dis- 
cussion. 





Dr. Louis G. Jekel 


Xanthelasma is one of a group of conditions 
known as hypercholesteremic xanthomatoses. Other 
members of this group are xanthoma planum, 
xanthoma tuberosum, xanthoma tendinosum, 
familial hypercholesteremia with xanthomas, and 
the hypercholesteremia with xanthomas secondary 
to liver disease or to hypothyroidism. 


Danger Signals 


Xanthomas of this group are danger signals. 
They are an indication of a disturbance of chole- 
sterol metabolism. These patients are candidates 
for atherosclerosis, hypertension, angina pectoris, 
and coronary occlusion with its accompanying 
myocardial infarction. 
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So again comes the question of whether or not 
to remove the lesions. A diet low in fats (15 to 
25gms.) will in some cases cause the lesions to 
regress after a number of months, When a normal 
diet is resumed the lesions become more pro- 
nounced again. 

So, too, if the lesions are removed surgically, 
and a normal diet is followed, the lesions will 
return. Thus, these people, when they follow an 
ordinary diet, cannot hope to remain free from 
xanthomas. 

I believe it is not important to remove the 
lesions, except for special reasons. The important 
thing is to control the patient’s diet and do what- 
ever else can be done to lower the serum chole- 
sterol and thus try to ward off the disaster of a 
myocardial infarction. 


Frequent Diabetes 


These people also frequently suffer from dia- 
betes mellitus. The presence or absence of this 
disease must be determined in each case. 


If diabetes is not present suitable hygienic con- 
ditions and proper habits of living, especially 
insofar as diet is concerned, may go a long way 
toward postponing or preventing the advent of the 
disease. 


So it would seem that these patients present us 
with an opportunity to practice some preventive 
medicine. For here is a group of persons suscept- 
ible to coronary disease and to diabetes in whom 
we may be able to do something. 


Such an opportunity, which does not present 
itself frequently, certainly should not be over- 


looked. 


391 




















By W. Compere Basom, M.D., El Paso, Orthopaedic Editor 


ORTHOPAEDIC SURGERY NOTES 





“Immediate Treatment Planning 


for Definitive Treatment 


of Severely Injured Individuals With Multiple Fractures’* 


By GeorceE L. Dixon, M.D., Tucson 


It occurred to us approximately a year ago in 
caring for a victim of a violent accident with 
multiple injuries that we had been using the same 
general plan that we had used for well over three 
decades. The plan at that time consisted of four 
parts. 

1. First aid. 

2. General examination and making a plan 
for definitive treatment. 

3. The use of consultants. 

4. The general management and supervision 
and the total handling of the case by one 
man. 

It further occurred to us that a plan to have 
been followed for so many years must have some 
merit, for judging by the survival rate of such 
victims and the percentage of those victims re- 
stored to full function, the modern medicine of 
the middle “20’s” when compared to our present 
knowledge, was as immature as the comparison of 
the medicine of the middle “90’s” to the medicine 


of the middle ‘20’s”. 


Additional Advantages 
The victim of today without present knowledge 
and organization has the additional advantages of: 
1. Rapidity of communication. 
2 
3. Organized and well equipped emergency 
rooms in hospitals with complete equip- 
ment, 


Rapid transportation, including roads. 


. 


4. Increased medical knowledge, including 
specialization. 

5. Modern and present day team.work with- 
in the medical profession. 

Before presenting the plan used as of today, 
let us visualize the victim of multiple serious in- 
juries in an automobile accident, the commonest 
accident of violence in this era. 


*Presented at the American Fracture Association Meeting, October 
2, 1957, in El Paso. 
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The peace officer arrives shortly after the acci- 
dent and directs first aid along with the other 
duties, using his short wave to call an ambulance 
and on its arrival, can figuratively heave a sigh of 
relief and turn the victim over to the care of the 
attendants for possible additional first aid treat- 
ment. The purpose of this is to “prevent further 
injury.” 

To Emergency Room 


The victim is transported rapidly to the emer- 
gency room of the nearest hospital where first a 
glorified type of first aid can be practiced because 
of the organization and equipment. 

As soon as possible by the ambulance attend- 
ants and emergency room personnel, the victim 
is moved to a wheeled cart which has the ad- 
vantage of being in a good position to work for 
the attendants and on which the victim can be 
treated for many hours or transported to other 
parts of the hospital without gross handling. 


General Examination 


At this time a complete, rapid, general exami- 
nation of the patient for total evaluation and 
working diagnoses can be adequately accomplish- 
ed and additional special services available in 
the hospital can be called upon. 

In making this evaluation for the working 
diagnoses, we have found it useful to use the 
gross system method. These systems consist of the 
nervous system, the cardio-vascular, the upper 
respiratory, musculo-skeletal, genito-urinary, as 
to which system has been subject to the greatest 
trauma and the effect on the other systems. 


The plan used as of today has the same prin- 
cipal parts ‘as it did originally. 


I. First Aid 


Under the auspices of the County Medical 
Society, the parent organization of all 
medicine in the community, with the aid 
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of the Red Cross, preferably by a doctor. 
1. First aid instruction is given to all 
peace officers. 


2. First aid instructions to owners, ope- 
rators and attendants of ambulances. 
These latter, by virtue of their occupation, care 
for many more victims than does the single peace 
officer. 
II. Emergency Room 
Again, under the auspices of the County 
Medical Society, the parent organization, 
the staffs at the various hospitals are 
made responsible for the organization 
and equipment of their emergency rooms 
and hospitals. 


1. Glorified first aid. 

2. General examination and _ evaluation 
making a plan for definitive treatment 
of the victim, 


Here it should again be pointed out that with 
the victim on a wheeled cart, not only the exami- 
nation but many forms of treatment can be 
accomplished. Further, when the patient is to be 
moved to another part of the hospital, he will not 
require further gross handling, and if he is to go 
to his room, arrangements can be made for cer- 
tain equipment to be placed and present on his 
arrival. 


Or, if to an operating room, personnel and 
equipment can be gotten ready, converting the 
procedure from an emergency operating room 
procedure to a planned one, 


III. Use of Consultants 


The use of consultants in medicine of to- 
day does not require explanation which 
leads us to a discussion of the abuse of 
consultants by the physician or surgeon in 
charge and the possible, abuse by con- 
sultants of the victim. In most instances, 
having decided as the physician or sur- 
geon in charge, on a consultant, you must 
then decide on how soon he should see the 
patient. 


Ordinarily your general knowledge can 
take care of preventative and early treat- 
ment, but in many instances, it is best to 
contact the consultant by telephone, giving 
him a general picture of the case and ask- 
ing him for suggestions for immediate 
treatment and making arrangements for 
him to see the patient. 


The abuse by consultants of the patient 
can follow at any time, as there is nothing 
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that confuses an emergency room crew to 
the detriment of the victim’s welfare as 
having examinations and orders from one 
or more consultants at the same time. 
Further, after care during the critical 
period and even later, with a multiplicity 
of orders rather than one individual being 
in general charge, also is to the detriment 
of the patient. 


IV. General Management and Supervision by 
one Physician or Surgeon 


At this point we have admitted the very 
definite use of consultants as well as the 
advisability, but because all of us who 
limit our practice to one field of medicine 
are apt to have the common failing of 
“tubal-vision” and because of that fact 
easily forget momentarily the patient as a 
whole, one medico should supervise the 
orders so that they can be timed prop- 
erly and allow the victim the physiological 
rest necessary for his recovery, without 
neglecting any particular injury. 

This is more easily arranged if the same 
team always works together but can just 
as easily be done with any team by the 
use of the telephone and the requested 
consideration of the several consultants, 

This ends the general discussion and the prepa- 
ration of the same general plan applied and used 
as of today. We will bring out certain points in 
the management of cases by presenting briefly six 
such victim’s histories. 

Case Presentation: 
3. ZG: 

Age 61. Automobile accident, Driver. Had to 
be removed from his Thunderbird by blow 
torches and hack saw. At the time of his re- 
moval, the right knee was resting on the os 
pubes: 


Diagnoses: 
1. Comminuted fracture of the right femur. 


. Compound fracture of the left elbow. 


eo NO 


. Compound fracture of the right os calcis. 


nS 


. Complete dislocation of the knee with 
fracture of the base of both tibial spines, 
which were displaced, associated with a 
non-displaced fracture of the left medial 
condyle. 

5. Non-displaced multiple fractures of the 

left metatarsals, 


6. Multiple rib fractures, right. 
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Past Medical History: 


General condition prior to the accident: 
1. Asthmatic. 
2. Bronchiactactic. 
3. Arteriosclerotic. 


4. Deforming fracture of the left wrist with 
limitation of motion and synostosis distally. 


. Minor flexion contractures of both knees, 
15 degrees. 


wo 


6. Extension contractures of all toes of both 
feet. 


Consultants 


1. Internist. 

Initial first aid in a hospital 60 miles away 
where he was splinted and cast. He had no head 
injury and actually directed his removal from the 
automobile. Had had opiates and 1,000,000 units 
of Penicillin. Taken to operating room. Under 
spinal anesthesia and some slight Pentothol, de- 
bridement was done of the right os calcis and 
reduction and cast applied. 2. Reduction of the 
left knee, cast. Massive bandages applied to the 
left foot. 3. Debridement and original splints on 
the left elbow. 4. Open reduction and internal 
fixation of the femur, Neufeld nail and multiple 
plates and screws. Returned to his bed in floating 
Thomas splint with Pearson attachment. This 





case is shown: 


1. Early treatment of femur not advisable so 
soon but because of general condition of 
patient for nursing care and handling. 

2. Right femur, multiple plates, etc. 


COMMENTS BY DR. BASOM, 
ORTHOPAEDIC EDITOR 


Dr. Dixon presented roentgenograms of these 
cases and simultaneously he presented on a second 
screen a delineoscope projection of the case sum- 
mary. His paper was therefore beautifully and 
extensively illustrated. 

It revealed conscientious and intensive study 
and thoughtful treatment of each of these mul- 
tiple injury cases. Also, his roentgenograms re- 
vealed the work of a master surgeon. The reduc- 
tions were beautifully done. The fixation material 
was applied precisely. The results were excellent. 

Space Limitations 

Because of space, only one of the six excellently 
reported cases could be included here. 

In summary one would conclude that victims 
of accidents, severely injured individuals with 
multiple fractures, should have carefully applied 
first aid. Emergency room work should be carried 
out carefully. One physician should be in charge 
and all the necessary consultants should be utilized 
on each case. Definitive treatment should be car- 
ried out at the proper time, 





American Heart Association Co-Sponsors “Heart Bulletin” 


The ‘Heart Bulletin,” a bi-monthly profes- 
sional journal on heart disease directed primarily 
to family physicians, is now sponsored by the 
American Heart Association in cooperation with 
the National Heart Institute of the U. S. Public 
Health Service and the American Academy of 
General Practice. The announcement, made by 
Dr. Robert W. Wilkins, President of the Heart 
Association, said the joint sponsorship took effect 
with the May-June issue, 

The Heart Bulletin has been issued as a public 
service since March, 1952 by the Medical Arts 
Publishing Foundation, Houston, a_ non-profit 
service organization affiliated with the University 
of Texas. The Foundation will continue to publish 
and distribute the journal. The Heart Bulletin is 
made available to many physicians on a state-wide 
basis through subscriptions purchased by affiliated 
Heart Associations, state medical societies and 
state health departments. 

Continued Service 
Dr. Wilkins said that the publication “will con- 
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tinue its service to the practitioner by keeping 
him abreast of the latest knowledge in the rapidly 
expanding field of diseases of the heart and blood 
vesssels.” 

Under the new sponsorship, Dr. Russell W. 
Cumley, Executive Editor of the Heart Bulletin, 
will be assisted by seven Associate Medical Editors 
appointed by the Heart Association who will 
solicit articles from authoritative sources in their 
respective fields of cardiovascular disease. 


Named by the Heart Association to serve as 
Associate Medical Editors of the publication in 
their fields of specialization are: Dr. Sidney Blum- 
enthal, New York City, Pediatrics; Dr. Harriet 
Dustan, Cleveland, Research; Dr. Edward D. 
Freis, Washington, D. C., Hypertension; Dr. John 
W. Kirklin, Rochester, Minn., Cardiovascular 
Surgery; Dr. Arthur J. Merrill, Atlanta, Peri- 
pheral Circulation; Dr. Gerald H. Whipple, Bos- 
ton, Electrocardiography; and Dr. James V. War- 
ren, Durham, N. C., Clinical Cardiology, 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 





EL PASO GENERAL HOSPITAL 


May 15, 1958 





F. P. Bornstein, M.D., Editor — Case No. 794 


Presentation of Case by BEN Taser, M.D. 


History — Dr. Nathan Kleban 

Present Illness: Abdominal distress brought a 
70-year-old Latin-American widow to the hospital 
on December 18, 1956. 

Four weeks before admission the patient lost 
her appetite. This was followed by distention of 
her abdomen. Her dresses no longer seemed large 
enough. Stools became liquid. Loss of strength be- 
came so profound that she was no longer able to 
walk when she was brought to the hospital. 

Past History: Passage of only small amounts of 
urine had occurred for a long but indefinite period 
of time. The patient had menstruated from age 11 
to 50. She had never been pregnant. Childhood 
diseases, other illnesses, surgery and trauma were 
all denied. 

System review yielded no additional informa- 
tion. 

Family History: Mother, father, one brother 
and three sisters were all dead of causes unknown 
to the patient. 

Physical Examination 

Vital signs on admission were: Temperature 
100, pulse 100, respirations 16, blood pressure 
170/60. Her general state of nutrition was de- 
scribed as “bad.” Oral hygiene was poor. Mucous 
membranes were dry. A submandibular lymph 
node on the right was enlarged and tender. 

Pitting edema was detected in the chest and 
abdominal walls. Over the latter area, which was 
distended, prominent veins were observed. Per- 
cussion note was dull in the flanks and hypogas- 
trium. The liver-was thought not’to be enlarged. 

A Bartholin cyst was found on the left. Vaginal 
mucosa was atrophic and bled when the speculum 
was inserted. The walls seemed to be slightly 
indurated. The uterus was not definitely outlined. 

Appearance of the cervix and condition of the 
adnexas and cul-de-sac were not described. Slides 
of cervical scraping for Papanicolaou stain were 
made. One-++ edema of the legs was reported. 
Hospital Course 

Fever up to 100 or 101 was present on 11 of 39 
hospital days. On the ninth day the patient was 
seen by a medical and on the tenth day by a 
gynecological consultant. The only record on the 
chart states that the latter “examined her without 
gross findings.” 
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Vomiting of dark green liquid, passage of liquid 
stools, and abdominal pain were intcrmittent. 
Anorexia and nausea persisted. At times stools 
were yellow and soft or brown and formed. 

Penicillin-streptomycin were given in combina- 
tion once daily for seven days. Digitalis was pre- 
scribed for congestive heart failure on the ninth 
day. Symptoms and signs to substantiate this 
diagnosis were recorded neither on the physician’s 
progress notes nor on the nurse’s record sheet. 
A parenteral mercurial diuretic was begun and 
continued twice a week until day of death, 

A retention catheter was inserted into the 
urinary bladder on the day of admission and one 
remained in place throughout most of her hos- 
pital stay. 

Tube feeding was attempted but distention in- 
creased and vomiting was provoked, Involuntary 
bowel movements began on the 29th day and 
stopped on the 37th. Decubitus ulcers developed. 

Tube feeding was resumed, Oxygen was admin- 
istered by nasal catheter and pharyngeal suction- 
ing was required beginning on the 34th day. 
Breathing became sterterous. On the 39th day the 
patient’s request that fluid not be put into her 
nasal gastric tube because it was so painful for 
her was granted. Several hours later she died. 
Laboratory Findings 

X-Rays: 12-18-56 — Abdomen — “Survey film 
of the abdomen reveals a moderate amount of gas 
in both the stomach and colon. There is no 
evidence of mechanical obstruction. No opaque 
calculi can be identified. The right costal phrenic 
sulcus is obscured secondary to thickened pleura. 

There are moderate degenerative changes in the 
lumbar spine. An oval opacity in the pelvis prob- 
ably represents a phlebolith. Conclusions: Abdo- 
men negative for evidence of mechanical obstruc- 
tion.” 

12-20-56 —IV_ pyelogram— “Survey film of 
the abdomen reveals several dilated loops of small 
bowel as well as gas in the large bowel. There is 
a generalized haze in the abdomen most probably 
due to the habitus of the patient. Some ascites 
can not be entirely excluded. Following the intra- 
venous administration of hypaque there is prompt 
bilateral excretion in good concentration. 
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No significant addition or subtraction defects 
can be identified. The bladder contour is some- 
what irregular and descends well below the pubic 
symphasis secondary to an accompanying cysto- 
cele. Conclusions: Normally concentrating and 
draining kidneys; findings consistent with cysto- 
cele.” 

12-24-56 — Barium enema and chest—‘Barium 
was instilled into the rectum and flowed readily 
throughout the colon to the cecum. There was no 
evidence of herniation. There were no addition 
or subtraction defects observed. Evaluation film 
revealed fair motor function. Chest: Sagittal view 
of the chest revealed a pleural effusion on the 
right. 

The pulmonary markings are intensified con- 
sistent with an accompanying failure. There is left 
ventricular prominence. These findings are con- 
sistent with hypertensive and arteriosclerotic card- 
iovascular disease, Conclusions: Colon negative 
for evidence of neoplasm or colitis: Chest, findings 
consistent with hypertensive and arteriosclerotic 
cardiovascular disease with accompanying failure.” 

12-26-56 — Upper GI— The esophagus was 
patulous to barium liquid. There was no evi- 
dence of hiatal hernia. The stomach was high in 
position. Peristalsis was vigorous and effective. 
There were no significant gastric addition or sub- 
traction defects. 

The pyloric canal was centrally located. The 
duodenal bulb filled and emptied regularly. There 
was no widening of the duodenal loop. Con- 
clusions: Upper GI negative for evidence of ulcer 
or neoplasm.” 

1-14-57 — “Survey films of the abdomen reveal 
the kidneys to be normal in size, shape and posi- 
tion. The psoas shadows and properitoneal fat 
lines are visualized bilaterally. There is an accum- 
ulation of small intestinal gas in the mid-abdomen 
suggestive of possible internal hernia. 

Opaque media is present in the colon, the 
residual of previously ingested barium. The lumbar 
spine and pelvis appear natural. Conclusions: 
Findings consistent with adynamic ileus; findings 
suggestive of internal hernia.” 


1-15-57 — Abdomen — “Re-examination of the 
abdomen and comparison with previous study 
reveals no significant change except for the pres- 
ence of a tube in the stomach, The previously 
observed collection of small bowel gas*in the left 
flank remains not significantly changed. Con- 
clusions: Findings suggestive of internal hernia.” 


12-27-56 — Papanicolaou smears from cervical 
os discharge negative for tumor cells. 


Blood counts: 12-19-56— Hb. 12.4 gms., Ht. 
38%, WBC 10,550, Stabs. 2, Segs. 69, Lymphs. 
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27, Monos. 2. 1-8-57 — Hb. 13.0 gms., Ht. 41%, 
WBC 12,400, Segs. 80, Lymph. 19. 1-16-57 — Hb. 
12.0 gms., Ht. 40%, WBC 20,200, Stabs. 3, Segs. 
91, Lymphs. 5, Monos, 1, 1-22-57 — Hb. 9.3 gms., 


Ht. 34%, WBC 26,900, Stabs. 
Lymphs. 6, Eosins. 1. 

Urinalyses: 12-19-58— S.G. 1.014, Albumin 
trace, Sugar neg., rare WBC, reaction acid, sq. 
epith. cells, 1-8-57——S.G. QNS, reaction acid, 
albumin 1+, sugar neg., many WBC with clumps, 
2+ bacteria. 1-16-57 —S.G. 1.010, albumin neg., 
sugar neg., reaction basic, 10-12 WBC/hpf. 1-23- 
57 —S.G. QNS, reaction acid, albumin neg., 
sugar neg., 20-25 WBC. 

Blood Chemistry: 12-19-56 — Non-Protein Ni- 
trogen — 39 mg. %. Urea Nitrogen — 10.7 mg. %. 
12-20-56 — Urea Nitrogen — 11.2 mg. %. 12-24- 
56 — Chlorides — 567 mg. %. Total protein — 
8.8 gm. %. Albumin — 3.3. Globulin — 5.5. A/G 
—.7/1, Van den Bergh Direct — .25 mg. %, In- 
direct — 1.25. Potassium — 4.6 mEq/1. Sodium — 
142 mEq/1. 12-27-56 — Alkaline phosphatase — 
75 B. Uz 

Miscellaneous — 12-20-56 — Serology negative. 
12-21-56 — Thymol flocculation—12.7 units, Pro- 
thrombin time — 62% activity time. 12-28-56 — 
Cephalin flocculation — 24 hours — 3+. 48 hours 
— 4+. Prothrombin time — 80% activity time. 

Electrocardiogram — 12-26-56 (before digitalis) 
—“T-waves are inverted in 1, 2, 3, aVf, V-1 
through V-6, compatible with diffuse myocardial 
damage, predominantly artero-inferior.” 

X-Ray Discussion: Dr. Charles McVaugh 

At the original examination on December 20, 
1956, this patient exhibits a small bowel pattern 
pretty characteristic of bowel obstruction. At the 
same time there is also an over-all density of the 
abdomen which is consistent with an ascites. This 
looks like a small bowel obstruction pattern 
(mechanical obstruction). 

The function of the kidneys is within normal 
limits as far as the pyelogram is concerned. No 
gross abnormalities are observed, although the 
pyelogram is not entirely satisfactory. 


Chest X-Ray 


The next examination is the chest X-ray on the 
24th of December. The chest X-ray at this time 
shows a right pleural effusion, There is a slight 
left ventricular hypertrophy. 

I don’t believe this right pleural effusion is due 
to congestive failure. Because of the appearance 
of the left lung field, I would be more inclined to 
believe that this may be secondary to an atelec- 
tasis or possibly sub-diaphragmatic pathology. 

Edema of Soft Tissues 

There is an edema of the soft tissues which 

makes you think more of a renal disease. A 
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barium enema done on the same day is negative. 

I didn’t put the films up here but the barium 
enema is negative, and the terminal ileum fills for 
a distance of approximately 20 to 30 cm. I see no 
point of obstruction in spite of the fact that for 
me this small bowel pattern at the original exami- 
nation is consistent with a small bowel obstruction. 
Dr. Nathan Kleban 

Did you see anything compatible with hyper- 
tensive heart disease ? 

Dr. McVaugh 

As I said, there appeared to be some left ven- 
tricular hypertrophy. There is definite calcifica- 
tion of the aorta but as the patient is 70 years 
old, it is consistent with the age of the patient, 
nothing remarkable. 

Dr. Kleban 

Did you not see any calcium in the heart 
valves or in the coronary arteries? 
Dr. McVaugh 

No, I see nothing remarkable in the medi- 
astinum. The only findings I see radiographically 
are in the right chest. 

On January 14, 1957, we see residual barium 
remaining in the colon from the previous upper 
GI. There was an upper GI done before which 
showed no small bowel obstruction. 

As I say, to me this is a small bowel obstruc- 
tion pattern; yet the small bowel obstruction 
pattern seen on the 26th of December is gone. 

There is less evidence of ascites and except for 
this one loop here which is very suspicious of an 
incarcerated loop of small bowel, the pattern is 
normal. 

The evidence of ascites is gone but there is 
edema of the soft tissue in the flanks which you 
commonly see with a generalized anasarca most 
commonly seen, I guess, with renal disease. 


Last Examination 


The last examination shows nothing significant 
in the plain film. of the abdomen. I believe this 
patient had primary abdominal disease with im- 
paired kidney function, generalized edema. 

I believe this patient had a temporary small 
bowel obstruction. I further believe the changes 
in the chest are probably due to abdominal patho- 
logy and not primarily pulmonary pathology, such 
as you see in gall bladder or hepatic abscesses, 

The last examination we have reveals nothing 
specific, a little small bowel distention here and 
no evidence of ascites, no evidence of bowel 
obstruction, and that is all I can contribute. 
Clinical Discussion — Dr, Ben Taber: 

As I read through this case I obtained the 
impression of an old woman lying in bed with a 
huge distended abdomen and I could easily see 
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why there were so few physical findings according 
to the chart. The history that she gives is not too 
significant except that it shows that it is not an 
acute disease. 

There was a chronicity to the affair. For four 
weeks she had been losing her appetite and her 
abdomen had been getting larger and she had 
noticed that her dresses weren’t fitting. The main 
picture seems to be that of abdominal distention. 

I think that most of her complaints are due to 
abdominal distention and we can rule out a fetus 
because of her age. We can rule out feces on the 
basis of all the enemas they gave her. We also can 
rule out a fibroid because of her age. 

I think there are two major causes to think of: 
Either flatus — she apparently had a great deal of 
air in the small bowel —or fluid. The hospital 
course, with the subsequent GI series and barium 
enema, seems to exclude any complete intestinal 
obstruction. At the worst it was probably just a 
partial obstruction, more likely due to a reflex 
ileus than due to mechanical obstruction. 

I don’t believe that she would have had this 
course with an actual mechanical obstruction. She 
put out small stools and she had intermittent 
periods in which she was doing fairly well, So we 
have here a patient with fluid in the abdomen. 
The thought comes to mind whether the fluid is 
actually free in the adbomen or encysted. 

The physical examination is not too helpful 
because it does not discuss whether there is any 
evidence of shifting dullness or whether there was 
any evidence of encysted fluid formation. 


Free Fluid 


I would assume the fluid was most likely free 
in the abdomen and if there were any cysts 
present they were obscured by this free fluid. 
Often it is very difficult to be sure whether you 
have ascites or whether you have a cyst. 

With much distention the patient is so uncom- 
fortable and so difficult to examine that it can be 
sometimes almost impossible to be sure of one or 
the other. With free fluid in the abdomen and in 
the chest —she apparently had a right hydro- 
thorax — and with pitting edema, we have to 
think of all the things that could cause chest 
fluid and abdominal fluid. 

The diseases of the heart, liver, and kidneys, of 
course all could produce a picture like this; radio- 
logical evidence seems to be against heart disease. 
There doesn’t seem to be enough peripheral 
edema for congestive failure. There also were 
none of the other associated signs of congestive 
failure. 

Although the IV pyelograms were not com- 
pletely normal, the NPN, BUN and other kidney 
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within normal limits and 
again the picture doesn’t seem to be that of 
kidney disease. 


function tests were 


The liver is another possibility with cirrhosis, 
either primary liver disease or secondary liver 
disease, However, I think if she had had cirrhosis 
with this amount of edema she probably would 
have had esophageal varices and some amount of 
jaundice, so that I rule out liver disease on that 
basis. 

Also another possibility is cysts or traumatic 
lesions of the pancreas. 


Carcinoma of Pancreas 


Carcinoma of the pancreas could probably pro- 
duce a syndrome like this, but I think there too 
you would probably have more jaundice and I 
think there would probably be more intestinal in- 
volvement than is apparent here. 

This brings us down to the female genital tract, 
and I know that this is a lesion of the female 
genital tract because Dr. Bornstein asked me to 
discuss it. 

A lesion of the ovary can produce a picture 
exactly as we have here. The two most important 
things to consider that would produce this very 
picture are either a carcinoma of the ovary or a 
benign fibroma of the ovary. The latter is known 
as Meigs’ syndrome which is characterized by 
fibroma or fibrous-like solid tumor of the ovaries 
associated with intra-abdominal fluid and intra- 
pleural fluid. 

A removal of the solid tumor eliminates fluid 
in the peritoneal and pleural cavities. Meigs’ has 
reported cases of the syndrome in all age groups 
where patients have come in who had had a 
diagnosis of carcinoma of the ovary. Some of them 
expired and on pathological examination they 
showed no evidence of malignancy, merely a 
benign tumor of the ovary. 

Apparently one of the more important factors 
is the extreme inanition you see in these patients 
and the loss of serum albumin and the loss of 
serous fluid into the serous cavities, so that the 
abdominal distention interferes with respiration 
and adequate nutrition. 

These women, especially in older age groups, 
are unable to tolerate this much insult to their 
general condition. ; 

Now it would be helpful here if we had had 
examined the ascitic fluid. The usual fluid that 
you get in a Meigs’ syndrome would be a clear 
yellow type of fluid, whereas in a carcinoma of the 
ovary you would probably get bloody fluid. 

However, you could have bloody fluid or serous 
fluid in either and it wouldn’t be diagnostic, 
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Cell block studies would be very helpful if you 
had had fluid aspirated from the chest or abdom- 
inal cavity to determine whether there was any 
evidence of malignant cells. 

Now, with carcinoma of the ovary you could 
have this type of picture and with the history and 
physical findings and laboratory findings so far 
presented it is almost impossible to rule in or rule 
out either one. It would have been important if 
the patient could have tolerated exploratory pro- 
cedure to have opened the abdomen and obtained 
fluid. 

The only evidence that was presented here that 
caused me a great deal of confusion was the high 
globulin that she presented. She had an albumin 
in the low portion of normal and a globulin that 
was extremely high. 

I thing that this extremely high globulin caused 
the positive cephalin flocculation and the positive 
thymol turbidity. 

The question arises-whether this is due to 
metastatic disease in the liver or whether it is 
just due to chronic disease producing a low 
albumin and a high globulin. That I don’t know. 


Help Called For 


Dr. Bornstein will have to help us with that. 
But I think that with the amount of metastasis 
necessary to produce severe liver damage she 
would also probably show some jaundice, Her 
bilirubin was within normal limits. 

We will assume that the high globulin and the 
low albumin are more on the basis of poor nutri- 
tional condition, than due to the loss of albumin 
into the cavities. 

I think that I will stick with the diagnosis of; 
(1) benign fibroma of the ovary with hydro- 
thorax and hydroperitoneum; (2) possible carci- 
noma of the ovary as an outside chance. Also, 
I think I neglected to mention this, probably 
pyelitis of the kidney or ascending infection. 

She showed some white cells in the urine and 
she showed a rising white count and also ran a 
low grade temperature during most of her hos- 
pital stay. 

I think that probably the elevated temperature 
is due to malnutrition and I think the white 
count and the cells in the urine are added factors 
due to poor condition and secondary to pyelitis 
in the kidney. 

Dr. F. P. Bornstein 

Dr. McVaugh, did you say that part of the 
X-ray findings indicated a mechanical obstruc- 
tion ? 

Dr. McVaugh 

The X-ray findings indicated mechanical ob- 

struction. 
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Dr. Bornstein 

If you have a Meigs’ syndrome, is it ever 
accompanied by actual mechanical obstruction? I 
wanted to raise that point because Dr. McVaugh 
said partial mechanical obstruction. 


Dr. Taber 
I don’t think so. 


Dr. Celso C. Stapp 


I want to compliment Dr. Taber’s patience in 
giving a very good discussion with very few 
physical findings and very little of the history. 
There is one problem in this type of patient, par- 
ticularly here at El Paso General: The state of 
extreme malnutrition will add, aggravate and sub- 
tract from your typical picture of any syndrome 
that we may have, such as the difficulty with the 
high globulin. 

I don’t think that picture has anything to do 
with the possibility of a Meigs’ syndrome. I be- 
lieve that it is more of a poor nutritional status 
and got us good and garbled up. 


Dr. Kleban 


The most likely possibility is laboratory error. 


Dr. Stapp 

Well, that is possible but it is on the record 
and we are discussing it on the assumption that 
what is there is done properly. It is rather odd, 
too, that we find a patient in this age group 
developing a Meigs’ syndrome. Dr. Taber made 
the statement that she probably did not have a 
fibroid of the uterus of this size. 

I am sure, if she had, it would have been dis- 
covered before now. But a patient can have a 
fibroma of the ovary which could produce a 
Meigs’ syndrome at any age level. I don’t think 
there is any restriction as far as the upper end of 
age; however, you don’t see it too often in the 
very young. 


Dr. Francisco E. Baca 


When I was called to see this patient her abdo- 
men was distended and I said, “Why do you want 
a gynecological consultant? She is ready to die.” 
The gynecological examination was very difficult 
due to the distention of the abdomen but I didn’t 
feel anything important. 

The cervix and all her genital organs were 
atrophic. The uterus was very small, In the 
adnexa I can’t remember feeling any masses. As 
to my diagnosis now, I will go with the three 
things that Dr. Taber mentioned. 

Her liver function tests are somewhat abnormal 
and we all know that cirrhosis of the liver may 
give us a very marked degree of abnormality on 
the function tests. 
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Carcinoma of the ovary usually is bilateral. 

Usually the cul-de-sac shows some brownish 
discoloration. Had this been carcinoma of the 
ovary, I would think we would have felt some- 
thing in the pelvis. 

Now in some cases of cancer of the Fallopian 
tube you may find a very small lesion causing 
metastases, abdominal metastases, because of the 
spilling from the fimbriated end into the abdom- 
inal cavity. 


White Count 


The white count was 10,000 and rose in three 
weeks to 26,000, with a drop in the hemoglobin 
from 13 grams to nine grams. This looks more like 
a ruptured intestine or any abdominal viscus, 

Carcinoma of the sigmoid would be a possi- 
bility, although in the X-ray we found that the 
barium enema was normal. 

In another case where the patient was very 
cachectic with distension of the abdomen, there 
was tuberculosis but it was secondary to a pulmo- 
nary lesion. Here apparently the lungs did not 
have any signs of that disease. 


Dr. Antonio Dow 


I have only one comment: Why so many tests 
and hundreds of dollars worth of X-rays when 
the simplest thing that could have been done here 
was an abdominal tap to obtain some of that 
fluid for a pathological examination. 


Dr. Kleban 


She was on the surgical service to start with. 


Dr. Dow 


Well, I don’t care whose service she was on. It 
should have been done promptly. I think we 
would have saved a lot of time and money, We 
would have made a diagnosis more promptly. I 
think any guess is as good as any other and I 
think I would tend to tuberculosis. 

I was hoping the gynecologist would say there 
was some discharge from the cervix. I would favor 
tuberculosis in this case because of the transient 
obstructions that she had and the peculiar X-ray 
picture of the intestines. 


Dr. Pablo Ayub 


The gynecologist has mentioned that he doesn’t 
think the liver is involved. He doesn’t think much 
of the liver as being a primary diagnosis because 
of the absence of jaundice. 

In metastatic carcinoma of the liver the metas- 
tases have to involve the lymph nodes in order 
to bring on discernible jaundice. There can be a 
lot of metastases to the liver without there being 
any jaundice present. 

In commenting on the white count and the 
abdominal pain, I don’t know where it arose. 
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This should have been in the record to give us 
some idea about the location of the pain and the 
pathological process. 

There can be a lot of inflammatory lesions that 
give you a picture such as this. The associated 
involvement of veins may affect the liver with 
ascites from that source. 

I don’t know whether there was anything in 
the pelvis or not but I would say that the increase 
in the white count represents abscess. 

Dr. Jack Postlewaite 

The question of differential diagnosis is per- 
haps more difficult than I would anticipate. There 
were no localized symptoms and then she appar- 
ently died of heart failure. 

I think we got a clue when the surgical consul- 
tant was worried enough about the disease to have 
a gynecologist check the pelvis. He came to the 
conclusion that there was a chronic peritonitis, 
probably tuberculous in origin. 

Because of the ascites I also think she had in- 
flammatory liver disease. I don’t think we have 
an error in our cephalin flocculation or in our 
proteins. 

There was apparently some inflammatory dis- 
ease of the liver which was not the cause of 
death. Now it must be diffuse liver disease to be of 
this nature and superimposed on a chronic prob- 
lem because the proteins don’t reverse that fast. 

One gets the impression of something inflam- 
matory in the peritoneal cavity that was injuring 
the liver progressively. 

However, it may have been the liver that 
caused the symptoms and the abdominal findings 
were secondary to the liver. 

So a pylephlebitis from some ruptered inflam- 
matory organ of the bowel or regional ileitis must 
be considered. 

Dr. W. R. Gaddis 

The patient’s problem of edema was quite out- 
standing. I was struck on reading the protocol by 
the fact that there was distention of the veins 
over the lower part of the abdominal wall towards 
the chest, which presupposes that there is some 
block to the return of the inferior venacava 
system. 

The patient had liver disease —I don’t think 
I am in a position to say whether it is primary or 
secondary — but I think we may have overlooked 
the obvious. . 


Clinical Diagnosis: Atrophic cirrhosis of the 
liver. 

Dr. Taber’s Diagnosis: Meigs’ syndrome. 

Pathological Diagnosis: 1. Tuberculous sal- 
pingitis. 2. Tuberculous peritonitis. 3. Chronic 
hepatitis with early cirrhosis of the liver. 
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Pathological Discussion — Dr. Bornstein: 

On autopsy we found the body of a fairly well 
nourished woman. The pleural cavities at time of 
death were free of fluid and adhesions. Ascites 
had nearly disappeared, with a remainder of 
about 300 cc. of cloudy fluid. The peritoneum 
was dull and hyperemic and dotted with innum- 
erly tiny greyish-white nodules. 

The intestinal loops were fused together with 
fibrin and formed pockets which contained pus. 
The dissection of the entire intestinal tract showed 
that the mucosa was intact and there was no per- 
foration or tumor in the intestinal tract. 

Chronic Peritonitis 

This, then, represents a picture of a chronic 
peritonitis which evidently did not arise from a 
perforated viscus of the GI tract. Further exami- 
nation revealed that the peritoneal surface of the 
tubes, ovaries and uterus were involved in the 
inflammatory process and on microscopic exami- 
nation the characteristic picture of a tuberculous 
salpingitis was obtained. 

We therefore are dealing with a chronic 
tuberculous peritonitis which arose in the tubes. 
There were a few small foci of tuberculosis in the 
lungs. 

In Genital Tract 


However, I consider these secondary hemato- 
genous lesions and I believe that the primary 
tuberculosis originated in the genital tract. The 
examination of the liver showed it to be dimin- 
ished in size and of increased consistency. 

A few coin-like nodules were noted on the sur- 
face of the liver. Grossly the hepatic pattern 
appeared to be normal. 


Microscopic examination revealed a sub-acute 
mild inflammatory process in the liver associated 
with an early cirrhotic pattern. 


The examination of the heart showed moderate 
coronary sclerosis which corresponds to the clin- 
ical findings. 


Summary 


In summary then, we have here a patient with 
two diseases; a tuberculous peritonitis and a 
cirrffosis of the liver. 

The partial intestinal obstruction was obviously 
due to the fibrous adhesions which are so char- 
acteristic of tuberculous peritonitis and the in- 
crease in the white count also suggests a chronic 
peritonitis, 

The presence of fluid in the abdomen was due 
to a combination of inflammatory exudate and 
ascites from liver disease. 
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Provincial Physicians 


to Meet in Torreon 

The Fourteenth Reunion of Provincial Physi- 
cians will be held August 28, 29 and 30 at the 
Hotel Rio Nazas in Torreon, Coah., Mexico. 
Around 400 physicians are expected to attend. 
Inauguration ceremonies will be held on Wednes- 
day the 27. 

There will be technical exhibits. Dctors are 
requested to submit summaries of their papers by 
July 15. Address these to the Comite de Publi- 
cidad y Propaganda, Rodriguez 351 Sur, Desp. 
111, Torreon, Coah., Mexico. 





Psychosomatic Academy 


to Meet Oct. 9-11 in New York 

The fifth annual meeting of The Academy of 
Psychosomatic Medicine will be held Oct. 9-11, 
at the Park Sheraton Hotel in New York. The 
program will be devoted to “The Psychosomatic 
Aspects of Internal Medicine” and will include 
formal papers, panel discussions and luncheon 
conferences. 

The meeting will be open to all scientific dis- 
ciplines, as well as psychologists, social workers 
and nurses. Information may be obtained from 
Dr. Bertram B. Moss, Suite 1035, 55 East Wash- 
ington St., Chicago 2, Illinois. 











Coming Meetings 


New Mexico Chapter, American Academy of 
General Practice, Summer Clinic, Navajo 
Lodge, Ruidoso, July 21-24, 1958. 


University of Colorado School of Medicine, 
Postgraduate Course, Ophthalmology, Denver, 
July 21-24, 1958. 


Western Association of Railway Surgeons, 
annual meeting, Seattle, Aug. 7-9, 1958. 


International College of Surgeons, Western 
Regional meeting, The Riverside Hotel, Reno, 
Nevada, August 21-23, 1958. For information, 
write Dr, Leo D. Nannini, 190 Mill St., Reno. 


Provincial Physicians, 14th Reunion, Hotel 
Rio Nazas, Torreon, Coah., Mexico, Aug. 28-30, 
1958. 


American Fracture Association, annual meet- 


ing, Oklahoma City, Oct. 1-3, 1958. 


Academy of Psychosomatic Medicine, fifth 
annual meeting, Park Sheraton Hotel, New 
York, Oct. 9-11, 1958. 


Southwestern Medical Association, annual 
meeting, Tucson, Oct. 23-25, 1958. 
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Some Contemplations of a College President about Medicine Page 441 
By Grady Gammage, President, Arizona State College, Tempe 


Orthopaedic Surgery Notes 
Edited by W. Compere Basom, M.D., El Paso, Orthopaedic Editor 
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By J. Edward Stern, M.D., El Paso, and Jack A. Bernard, M.D., El Paso 
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Edited by Andrew M. Babey, M.D., Las Cruces, N.M. 


Monthly Clinical Pathological Conference of El Paso General Hospital Page 456 
Frederick P. Bornstein, M.D., Editor 
Presentation of Case by W. H. Melton, M.D. 
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By W. E. Lockhart, M.D., Alpine, Texas 
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NO. 
CONDITION PATIENTS RESPONSE 
} 
sTuby 1° “marked” | moderate slight | none 
Skeletal muscle 
spasm secondary to 
acute trauma 33 26 6 ; 4 — 
sTUuDY 2? “pronounced” | 
Herniated disc 39 25 13 —— 1 
Ligamentous strains 8 4 4 | — 
Torticollis 3 3 omen om — 
Whiplash injury 3 2 4 — — 
Contusions, 
| fractures, and 
; muscle soreness 
| due to accidents 5 3 2 —_ — 
| stuby 3° “excellent” 
Herniated disc 8 6 2 — — 
Acute fibromyositis 8 8 omen a — 
| Torticollis 1 canine _— 1 
| 
stupy 4° “significant” 
Pyramidal tract 
and acute myalgic 
disorders 30 27 a 1 
TOTALS 138 104 28 | « | 2 
(20.3%) 


atcdiilelaclaslelullMemeleluililttiaehitelie 
was obtained in all patients with 
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“In the author’s clinical experi- 
ence, methocarbamol has af- 
forded greater relief of muscle 
spasm and pain for a’ longer 
period of time without undesir- 
able side effects or toxic reac- 
tions than any other commonly 


used relaxants.. .’’? 
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“An excellent result, following 


acute skeletal muscle spasm.’’” 
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“In no instance was there any 
significant reduction in voluntary 
strength or intensity of simple 
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